Limited capacity to increase training in public hospitals along with a massive increase in the number of medical graduates in the last decade have led to a shift in Australian specialist training, with private hospitals now being asked to take up some of the slack. Between 2001 and 2011 the number of medical graduates doubled 1 while the number of public hospital acute beds increased by only 12% 2 . Public hospitals are constrained in terms of economic resources, availability of consultants and case load. The risk involved with increasing the burden on public hospitals to train many more specialists given their resource, financial and case-load limitations is that the quality of training may suffer. In many instances, over a similar period of time, training time and opportunity have already diminished as a result of budgetary overtime limitations and concerns about safety related to working hours.
Enter the private hospital. In 2011 private hospital beds represented almost one-third of acute care beds in the country-a largely untapped resource in terms of training 2 .
The Specialist Training Program a Commonwealth initiative of the Department of Health and Ageing commenced in 2010 and is planned to fund 900 training positions in private facilities by 2014 (representing an estimated 5-7% of specialist training positions nationally). This program recognises the fact that "Private health care organizations/private health care settings are critical to achieving an expansion of training opportunities across Australia". The posts must be accredited (or be undergoing accreditation) and supported by the relevant specialist medical college in co-operation with the local public hospital network 3 . Funding may be provided to the private institutions to support the employment and training of registrars or alternatively the local public institutions may be funded to facilitate the rotation of their trainees to the associated private hospitals without compromising their own provision of public health services.
This is a new paradigm and there will be challenges to overcome.
As suggested by the authors of an audit of private training experience in this issue's correspondence section 4 , private hospital case mix is generally of lower acuity and complexity. But what may be lost in terms of case mix can potentially be compensated by a greater availability of teaching time and access to consultants, if undertaken in the right institution supported by enthusiastic local champions. Despite this, for the overall quality and breadth of training to be preserved, it is important that trainees have a rounded experience, so for most it will better if only a fraction of their training time is spent in private institutions. Working out the many details such as the most appropriate proportion of training to be spent in the private sector, will take time and will differ across specialties and institutions and will require the vigilance of local champions, the trainees themselves, the relevant specialist colleges and the local public hospital networks as has always been the case.
There may be attitudinal barriers to training in private hospitals. It is possible that some specialists may be averse to supervising or teaching junior colleagues in the private setting, believing that they have not entered into a contract to teach as is expected when one works at a public teaching hospital. One answer to this problem is to assign the trainees only to willing supervisors. It should also be remembered that trainees bring benefits to those who take on the training role: a second pair of hands in a crisis or difficult case being but one of many possible examples.
Some specialists may also feel protective of their patients and of their own professional reputations, preferring not to allow trainees to make decisions or undertake procedures, and perhaps this reluctance is more acute (rightly or wrongly) when there is a more direct economic relationship between the doctor and the patient. The answer to this is again to assign the trainee to willing and enthusiastic supervisors.
Another issue that may cause some debate is that of consent-in particular, does the patient need to consent to having a trainee involved in their care? The principles of informed consent are independent of the economic relationship between the doctor and the patient and therefore should be no different in private versus public hospitals. But it has been suggested that the medical profession has yet to develop a reasonable response to the notion that one is less competent while training and that complications are therefore more likely to occur 5 . Perhaps the foray into training in private hospitals may provide the impetus necessary to refine the consent process for trainee involvement in care regardless of the setting? It would seem reasonable at least that consent might include explanation of who will be involved in performing which procedure(s), what is their level of expertise, and what level of supervision will there be by the specialist. Whatever the solution, the answer should be applicable regardless of the setting. With luck and an appropriate lead from the private sector, we may see a resulting improvement in the public sector in this regard.
As already mentioned, the traffic may not be all one way either. The employment of trainees at private hospitals could lead to an overall improvement of medical cover on the wards, helping to fill the gap between the resident or career medical officers on duty in the wards, and the specialists on-call but offsite. There may also be financial incentives for private institutions to be involved in training programs, since, for example, it may be possible for an institution to employ two or more registrars to share training and service provision roles for similar or even less expense than a lesser number of more senior career medical officers. The financial balance may be made even more favourable by government subsidies for training, as entailed in the aforementioned Commonwealth Specialist Training Program.
This new training paradigm is in its early days and the jury is still out, but indications so far are encouraging. As a location for specialty training it certainly appears that the private health facility is here to stay, and its role may expand over time.
Success will require ongoing funding, an understanding of the case mix at specific locations, co-operation between the relevant specialty colleges and with the local public hospital networks, local champions at the private hospitals and willing and enthusiastic supervisors in the private institutions. 
